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Issues in responding to co· 
occurring mental health 
and drug-related 
problems: 
A clinician's perspective 
Stephen Knightbridge, Kate Hall, Robert King, and Timothy Rolfe 
INTRODUCTION 
The intention of this chapter is to examine the clinical and practical issues 
facing clinicians who are attempting to respond to the needs of people affected 
by coexisting mental health and drug problems. All of the opinions expressed 
in this chapter are intended to invite debate, rather than provide definitive 
answers. They draw primarily on the experiences and observations of two 
senior dual diagnosis clinicians in metropolitan Victoria, both postgraduate-
trained clinical psychologists. Kate Hall worked directly with clients, families, 
workers, and health care agencies within a regional hospital catchment. 
Stephen Knightbridge coordinated the program across five hospital catch-
ment areas. 
Within the context of the health care system, there are numerous barriers 
to embracing dual diagnosis practice that have required our approach to look 
wider than the clinical relationship. Our practice draws heavily on the social-
ecological modeL The model proposes that health problems occur in a context 
that can be understood as operating at multiple interdependent levels of analy-
sis: (I) factors contributed by the individual (genetic makeup, biological 
strengths and weaknesses, attitudes, expectations, coping styles, skills, and 
capacities); (2) interpersonal and group networks and processes; (3) factors con-
tributed by the institutions and organisations with which individuals interact; 
(4) community-level factors; and (5) higher level factors affecting social policy. 
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Health care is delivered by a complex open system of organisational instrumen-
talities, stakeholder groups, cultural mores, and social and political processes 
that contribute both positively and negatively to the maintenance of health 
problems in a multitude of ways. Therefore, improving how the system deals 
with a particular problem is best addressed by understanding how problems 
operate across social-ecological levels, and how change strategies have an impact 
across levels. Systems-change interventions and, indeed, individual-focused 
clinical interventions that lack ecological understanding are likely to be less 
effective in overcoming the complex barriers to effective adaptation, and there-
fore less likely to produce durable and sustainable change (Kelly 1966; Bronfen-
brenner 1979; Wells et al. 2004). 
Some social-ecological theorists have also included a developmental dimen-
sion across the levels of analysis (Kelly 1966; McLeroy et al. 1992; Goodman et 
al. 1996). The stages of community readiness articulate the processes by which 
individuals, groups, institutions, and communities recognise needs and mobilise 
to react constructively within and across social systems. Community change 
activities can be conceptualised as an interplay between the five levels of social 
ecology, and six stages of community readiness: (1) initial mobilisation around 
an identified problem; (2) establishing a suitable organisational structure; (3) 
building the capacity for action; ( 4) implementing strategies for action; (5) 
refining the selected strategies on the basis of feedback; and ( 6) institutionalis-
ing successful strategies in order to ensure their sustainability. The success of a 
community coalition or service delivery agency attempting to bring about an 
improvement in the health of a target population is thought to depend on the 
development of a solid organisational structure that progresses adaptively and 
productively through the stages of readiness. 
The stages of community readiness strongly parallel the stages of change 
articulated in relation to individuals within the transtheoretical model (Prochaska 
& DiClemente 1984 ), and together the two models are mutually supportive in 
informing our activities of clinical treatment and health promotion, capacity 
building, and organisational change management (Knightbridge 2007). The 
transtheoretical model identifies five stages by which individuals are believed to 
move from problem recognition to problem management: (1) precontemplation; 
(2) contemplation; (3) preparation; ( 4) action; and (5) maintenance. 
The chapter proceeds in two parts, first describing the context of dual diag-
nosis work in Victoria, then presenting the first evaluation cycle of an ongoing 
community collaborative project that is working to improve work practices in 
relation to dual diagnosis across southern Victoria. 
1. THE SYSTEM DIVIDED: THE CONTEXT OF DUAL 
DIAGNOSIS WORK IN VICTORIA 
In Australia, as in much of the rest of the world, drug treatment has its founda-
tl-~~s in both the mental health system and the self-help group movement. The 
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drug treatment role began to separate from the large mental health institutions 
many years before the community mental health movement encouraged mental 
health services to do the same. Since that time, the two systems have been 
evolving independently. The mental health and drug treatment systems now 
generally exist in different medico~legal contexts, and operate within divergent 
funding and policy conventions, philosophical standpoints, and cultures of 
implementation (Osher & Drake 1996). 
Clinical implications of philosophical and cultural 
differences 
In clinical terms, the divergent evolution of the two systems, and consequent 
differing cultural and philosophical frameworks, has meant the emergence of 
somewhat incompatible styles of therapeutic engagement and intervention. 
Drug treatment services in Victoria are strongly entrenched in a <;:ultur~ influ~ 
enced by the principles of harm minimisation. Therapeutic engagement is 
largely based on the underlying assumption that an individual has both the 
right and capacity to make an 'informed decision' about the continued use of his 
or her drug of choice. Treatment goals, therefore, may involve abstinence, but in 
recognition of the chronicity of drug and alcohol addiction, also allow for the 
'choice' of ongoing drug use, with a focus on harm reduction. The therapeutic 
relationship is based on a client-centred collaborative model of care, which is 
regarded by many drug treatment services as being at odds with assertive engage-
ment. 1his stance is frequently adopted in the absence of an understanding of 
the implications of a concurrent mental illness in relation to reduced motiva~ 
tional or cognitive capacity. Philosophical frameworks are also influenced by 
drug treatment policy and the current Australian legal and political attitudes, 
which in recent years have predominantly conceptualised drug dependence as a 
volitional health-threatening condition. 
Where the mental health sector generally conceptualises mental illness as 
beyond the individual's control, some cases of 'drug-induced' illness or presenta-
tions with forensic implications have been conceptualised as 'self-inflicted'. 
~ental health treatment services, by and large, work from an abstinence model 
in the first instance, and the principles of harm minimisation are largely misun~ 
derstood as condoning drug use in the vulnerable population of the mentally ill. 
Consequently, harm reduction within a therapeutic framework is infrequently 
addressed in relation to drug use in this population. The concept of 'informed 
choice' in mental health services is often challenged on the grounds of an indi-
vidual's compromised mental health. Decisions about continued drug use, in 
conjunction with other counter-therapeutic behaviours, are commonly framed 
in terms of reduced mental capacity or 'lack of insight'. Alternatively, drug use 
is formulated as evidence of non-compliance to treatment. Therapeutic rela~ 
tionships therefore tend to be more directive and paternalistic, and in many 
cases coercive and governed by adherence to a community treatment order 
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under the authority of the Mental Health Act. Treatment compliance in relation 
to an individual's mental illness is necessarily mandated for many people in 
order to ensure the safety of the individual and the community. However, the 
Mental Health Act does not extend to drug use and associated behaviours. 
Therefore, coercive treatment in this domain is not as legally supportable, 
despite the considerable harm drug use can pose to both the individual and the 
community. Clinicians who attempt to embrace working with people who have 
coexisting disorders acknowledge that negotiation of the therapeutic relation~ 
ship can become problematic. Attempting to do justice to the approaches of 
both mental health and drug treatment can leave the committed clinician 
struggling with counterintuitive and contradictory principles. 
This brief outline of some of the two systems' differing philosophical under~ 
pinnings gives us some insight into the practical and clinical issues encountered 
by clinicians working with those affected by co~occurring disorders. Much of 
the dual diagnosis literature emanating from the United States, United King~ 
dom, and Scandinavian countries has emphasised collaboration between the 
two service systems as the means to approach a more cohesive continuum of 
care for this population. Clearly, increasing the potential for effective clinical 
collaborations would not only mean rediscovering the commonalities between 
the culturally and philosophically disparate service systems, but also overcom-
ing the funding and resource limitations that maintain structural distance. 
The practical and clinical implications of limited 
resources 
Services within the public mental health care and drug treatment systems in 
metropolitan Victoria are currently experiencing overwhelming demands on 
resources. Resources within the mental health system have necessarily become 
increasingly focused on the most severe presentations of serious mental illness, 
and weighted towards the acute management of brief episodes of intensified 
need or risk, with low-intensity followup and eventual discharge. As resources 
become tighter, crisis intervention)is at risk of increasingly displacing continu~ 
ing care and rehabilitation as the major thrust of service provision. 
Not surprisingly, within this context the role of the 'gatekeeper' is para-
mount in preventing services from becoming besieged. Through the vigilant 
application of screening processes, services hope to maintain balance in the 
ratio of limited resources to the intake of clients. Therefore, in many cases, 
intake to mental health services is not judged purely on whether clinical and 
professional intervention would be beneficial to the symptomatic individual, 
but on how that person's needs compare to those of others who are also seeking 
access to the limited resource. Th~_ situation can aptly be described as one focus-
ing on criteria of exclusion rather than inclusion. 
An -obvious consequence of this crisis-orientated system is that very little 
early detection and intervention can occur. Even with Victoria's investment in 
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specialist programs within mental health services for the detection and treat-
ment of first-episode psychosis, a sizable proportion of symptomatic people with 
co-occurring disorders are unable to access continuing care options. In practical 
terms, this means individuals, families, and health professionals often have to 
wait and endure escalating distress until the presenting problems of concern 
have amplified to a severity warranting intervention from clinical services. Fur-
thermore, within the public mental health system, longer-term interventions 
are now available only for the highest priority individuals within a larger group 
of the most severely impaired, while counselling services, community health 
services, private psychiatrists, general medical practitioners, and, more ~ecently, 
Medicare-rebated private allied health practitioners attempt to meet the needs 
of the rest. Mental health clinicians report that, more often than not, con-
strained resources leave them focusing their energies on the lowest common 
denominator of policing compliance to pharmacotherapy and risk management, 
rather than having the opportunity to consistently utilise their clinical skills in 
psychosocial treatment and rehabilitation. Even in the population of the most 
severely impaired, comparatively few resources are available within clinical 
services for maintenance, relapse prevention, or rehabilitation. Individual psy-
chosocial rehabilitation and family intervention does indeed take place. How-
ever, it is apparent that the exceedingly large case loads require case managers 
to be constantly vigilant to respond to acute relapses. Accordingly, the time 
necessary to foster a therapeutic environment, in which clinical gains can be 
made once the acute phase of an illness has been resolved, is snatched sparingly 
between crises. Much of the role of psychosocial rehabilitation therefore lies 
within a separate system of non-clinical support services, which are more read-
ily overwhelmed by complexity and severity of illness. 
Within the drug treatment system, limited resources have resulted in a para-
doxical treatment context, ill equipped to respond to crises or urgency. Access 
to long-term rehabilitation services is screened through an often elaborate and 
time-consuming process of intake, in some cases designed to test the individu-
al's commitment while he or she waits for a place in treatment. Many of these 
intake processes require a consistency in lifestyle rarely seen in the chaotic cycle 
of drug dependence, and a capacity for organised activity at odds with the target 
client's known presentation. Long waiting lists of up to six months serve to 
screen out all applicants other than those individuals with the resilience to 
remain in contact with services or other supports. A similar test of commitment 
or 'right of passage' is applied when accessing withdrawal management services, 
where an individual is assessed for appropriateness, followed by a wait of up to 
several weeks before obtaining a place. Paradoxically, any drug of choice for 
individuals seeking assistance in this system is more readily accessible than the 
treatment alternative. Although the necessity for assertive outreach, followup, 
and active engagement in treatment has been recognised within the youth sec-
tors of drug and alcohol treatment services, the current funding arrangements 
do not generally recognise these resources to be equally applicable to adults. 
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Indeed, the greatly misunderstood and infrequently used Alcoholics and Drug 
Dependent Persons Act regarding assertive treatment for addiction appears to be 
unsupported by the accessibility and practice of the available treatment 
services. 
The extreme difficulty of accessing long~term rehabilitation, and the will, 
resilience, and compliance needed to remain focused on a goal of lifestyle 
change works as an effective 'gatekeeper' in drug treatment services. Missed 
opportunities for lifestyle change in this system are exemplified by the often~ 
reported experience of individuals who fall between the service gaps and return 
to drug use after leaving a short-term withdrawal management unit, when they 
are unable to maintain change during the long wait for entry to drug rehabilita~ 
tion services. 
Sector specialisation and the fragmentation of service 
delivery 
There is no doubt that the underresourced, overstretched health system impedes 
access to services, and creates significant gaps in service delivery through either 
active or incidental gatekeeping. However, the impairment of cohesive treat~ 
ment options in relation to co~occurring problems can also be attributed to the 
specialisation and fragmentation in our health care system. Currently, each 
service system is one of extreme specialisation, with little crossfertilisation of 
knowledge, methods, or skills. In the case of comorbidity, drug and alcohol 
issues are frequently addressed inadequately in mental health services, while 
drug and alcohol services commonly have only a partial understanding of psy~ 
chopathology. Clinicians working within either of these systems have specialist 
training and expertise relating to their area of service delivery, but typically 
have limited practical or theoretical experience outside their chosen field. Con~ 
sequently, assessment, formulation, and treatment are conducted without the 
opportunity for a truly 'holistic' or integrated consideration of the factors con~ 
tributing to an individual's presentation. Service policy and procedure around 
assessment and treatment still too commonly reflect and enforce this 'blinkered 
vision', and in some cases may result in the use of comorbidity as an exclusion 
criterion for treatment. At best, when drug and alcohol problems and mental 
illness are detected, it remains the case that they are more likely to be formu~ 
lated as separate issues, and separate parallel treatment approaches are 
recommended. 
If 'dual diagnosis' were the exception rather than the rule, then the lost 
opportunities associated with such specialised service delivery might be rela~ 
tively inconsequential. However, given the high prevalence rates associated 
with co~occurring conditio~~~ specialisation in the absence of genuine integra-
ti;e efforts has resulted in a convoluted and fragmented continuum of care that 
severely disadvantages large numbers of people. In practical terms, case plan~ 
ning rarely features adequate attention to complex elements that lie outside an 
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agencis core area of specialisation. In the worst-case scenario, the clinical rele-
vance of interactions between drug use and symptomatology are lost, formula-
tions are fragmented, and a reductionist appreciation of an individual's 
complexity is applied. Consequently, the client is treated in an increasingly 
piecemeal fashion, where specialist clinicians treat their one area of 'core busi-
ness' with little or no communication between each other, and without a coor-
dinated response working toward common goals. As discussed above, minimal 
communication between services and inconsistencies between service delivery 
cultures further contributes to the 'language barrier' between mental health 
and drug treatment services. Negotiating these often labyrinthine treatment 
structures is then left to the client and his or her family. 
It is within this climate of limited resources, focus on exclusion rather than 
inclusion, overspecialisation, and gross differences in philosophical underpin-
nings that the Victorian Dual Diagnosis Initiative was established. Its task was 
to facilitate collaboration between the two sectors in an effort to provide more 
integrative care to those individuals with coexisting disorders. 
THE VICTORIAN DUAL DIAGNOSIS INITIATIVE 
The Victorian Dual Diagnosis Initiative was established, in the above context, 
with the principle stakeholder identified as the 'funding partnership' between 
the Drug Treatment and Planning and Mental Health Branches of the Depart-
ment of Human Services Victoria. The funding brief emphasised the role of 
system capacity building, and identified a limited group of primary stakeholding 
agencies, comprising, youth and adult Area Mental Health Services (AMHS), 
youth and adult Alcohol and Other Drug Services (AOD), and Psychiatric Dis-
ability Rehabilitation and Support Services (PDRSS). Consumers and carers 
were also acknowledged as primary stakeholders for the purposes of program 
planning and evaluation. The initiative was funded to work with the stakehold-
ing agencies through the provision of primary, secondary, and tertiary consulta-
tion services, education, and training programs, and community development 
activities (see Chavis 1999 for a detailed description of these service elements). 
Through the specification of these activities, the funding brief provided the 
broader means by which to address the overarching goal of system capacity 
development. The task of more precisely identifying the responses that were 
needed in order to achieve this goal was delegated to the dual diagnosis teams. 
The range of perspectives in response to dual 
diagnosis 
The dual diagnosis teams were challenged with the task of developing an under-
standing of the context of service delivery to the dual diagnosis population in 
order to work towards meaningful capacity building. 'Meaningful', in this case, 
refers to the extent to which capacity-building goals are relevant and useful to 
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the stakeholders in order for them to be motivated to participate actively. Our 
original nai've plan was to design our consultancy and training program around 
evidence~based practices and competencies that could be considered necessary 
and sufficient to providing more effective services to the dual diagnosis popula~ 
tion. However, the array of perspectives encountered in relation to this and 
other questions suggested that a unidimensional top~down response was unlikely 
to engage the range of stakeholders successfully. Perspectives varied in regards 
to their acknowledgment of the validity of the construct of dual diagnosis, in 
their willingness to consider accommodating it in service planning, in their 
sense of what needs to be done and whose responsibility it should be to do it, 
and in their willingness to collaborate with other agencies to work differently. 
Here are a few examples of the positions taken by various stakeholder groups we 
sought to engage during the early stages of the initiative. 
Engaging workers and organisations 
Our early efforts to engage mental health services in a comprehensive approach 
to assessment and integrative formulation for dual diagnosis cases were typically 
met with frustration. In the climate of limited resources outlined earlier, the 
overstretched workforce saw little value in a consultant advising them about 
additional areas for assessment and treatment. Instead, they wanted to reduce 
their workloads through someone taking complex cases off their hands. In this 
context, the relevance of the argument in favour of integrative practice was 
often lost in the midst of competing demands. Workers were willing to enter~ 
tain brief crisis~focused interventions, but often felt constrained from being able 
to entertain the longeHerm input aimed at preventing the next crisis happen~ 
ing. The conceptualisation of addiction as a chronic problem for which there is 
rarely a 'quick fix' was regularly met with impatience in mental health services. 
Our argument that investing greater resources in the first instance, with a focus 
on prevention and collaborative practice, would reduce the need for resource~ 
sapping crisis responses in the longer term was found to be at odds with the 
resourcing priorities, attitudes, and established practices of many agencies. 
Engaging carers 
Carers responded to the initiative by asking for accessible support that seriously 
responds to their needs, stresses, and responsibilities. They were critical of the 
lack of suitable supported accommodation options in the community, and of 
the insensitivity of service providers in relation to discharge planning. They 
wanted access to treatment and containment for an unwell family member 
before the severity of the situation had escalated to greater distress, and in some 
cases danger. 
Engaging consumers 
The client group affected by dual diagnoses is by no means homogeneous, but a 
common theme amongst consumers was that of wanting the right to access 
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programs of their choosing. The reasons most commonly reported anecdotally 
for drug use among the people with mental illness were: attempting to aUeviate 
boredom and social isolation; and attempting to improve their sense of self~ 
worth and the value of what life offers to them. Drug-using peer groups were 
thought to offer a degree of social acceptance for odd or eccentric behaviours 
that was not generally accessible to them elsewhere. The trauma associated with 
an emerging mental illness is rarely addressed in a consistent and sustained way, 
particularly if symptoms have occurred within the context of drug use. Con-
sumers affected by dual diagnosis are caliing for a non~judgmental system, where 
doors are not shut in their faces by clinicians who appear to regard them as 'less 
deserving' of treatment than the smaller number of individuals that have a 
'pure' mental illness not 'brought upon themselves'. In many cases, clients simply 
want somewhere to be when they are lonely, bored, or vulnerable. 
The multitude of perspectives meant that we lacked a starting point that 
could be considered universally meaningful across the various stakeholders. In 
order to maximise the support and cooperation of the various groups, it was 
necessary to undertake an enquiry that could clarify the breadth of needs and 
the perspectives they represented, and embed these in a model that could organ-
ise the information in a way that empowered some form of representative and 
coordinated action. 
2. THE PROJECT 
The Participatory Action Research (PAR) model informed the project methodol-
ogy. The appeal of PAR in this setting is that, from its inception, its processes 
and principles were intended to promote community consciousness-raising in 
relation to social inequalities and alienation (Freire 1970). It accesses social 
ecology through the stakeholders operating within the relevant social contexts, 
so that researchers and stakeholders may together develop an understanding 
that will facilitate sustainable system adaptations to better address identified 
needs. The project addressed the broad aim of facilitating ecologically appropri-
ate responses for people with complex mental health needs, such as dual diag-
nosis, by: (a) promoting community involvement in clarifying the breadth of 
needs across various stakeholder perspectives; (2) informing the development of 
ecologically relevant interventions; and (3) recruiting and mobilising a new 
social context for addressing dual diagnosis issues (Burkhardt 1994; Foster~Fish­
man et al. 1999). 
The project took place in three phases, which together make up the first eval-
uation cycle of a longer-term commitment to working to improve system responses 
over time. The phase 1 study engaged stakeholders as collaborators in generating 
a multidimensional ecological model describing service delivery to complex 
mental health needs in southern Victoria. Over a period of 28 months, 226 clini-
cians and managers from service-providing agencies, carers, and consumers par-
ticipated in project development and implementation. Seventy-two per cent of 
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invited participants attended a series of focus groups to represent 56.6 per cent of 
the stakeholding agencies identified to be operating in southern Victoria. 
Focus groups produced 108 statements describing what can be done to improve 
the system's capacity for working with complexity generally, and dual diagnosis 
specifically. A qualitative themes analysis of statements yielded four core priority 
areas for intervention: (1) reducing system fragmentation; (2) improving integra-
tive case management practices; (3) improving community attitudes; and, (4) 
addressing the lack of money and resources (Knightbridge et al. 2006). 
In the phase 2 study, collaborators mobilised as a new social change con-
text, using the model to inform the development of ecologically relevant inter-
ventions. Forty-four agencies were represented at the commencement of the 
phase 2 extended collaboration process. The resulting program involved three 
elements: (1) training and education; (2) consultation and mentoring; and (3) 
system and program development. The training element targeted a number of 
attitudes and attributional tendencies identified in phase 1 as being prejudicial 
towards people with dual diagnoses, and were believed to act as barriers to both 
service access and integrative practice. 
Three context- and task-specific instruments were developed in parallel to 
the interventions. A self-report survey was developed to quantify the attitudes 
and behaviours of individuals participating in the training program. It included 
subscales that addressed such things as self-efficacy (attitudes towards one's own 
competencies for working with dual diagnosis), and the degree of respondents' 
involvement in various activities that were identified by the focus groups as 
promoting comprehensive practice. 
The other two instruments aimed to provide a structure for quantifying 
structural and practice developments within and across the participating agen-
cies and at the stakeholder community level. One used an observation checklist 
to quantify the relationships between compiex care programs to allow compari-
son across regions and across time. The other allowed a more detailed examina-
tion of the development of structures and processes within southern Victorian 
dual diagnosis stakeholders that support integrative intersectorial practices. 
The Phase Three study then implemented the interventions within a repeat-
ing research and evaluation protocol to drive progressive program refinement 
over time (Freire 1970). There has been slow but steady uptake of dual diagnosis 
primary consultation, secondary consultation, and service development ele-
ments. This has varied considerably across subregions. The uptake of the train-
ing program in the first twelve months was generally less than expected. 
However, attendances by AOD and PDRSS workers represent a reasonable per-
centage of the total southern Victorian workforces, at 17 per cent and 11 per 
cent respectively. By contrast, less than 3 per cent of the metal health workforce 
attended the training program in the evaluation period. 
The study utilised this sample of opportunity for the purpose of piloting a 
hypothesis testing application using a combination of a three-by-three quasi-
experimental design and systematic community observations: three treatment 
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groups-brief training, multisession training and multisession plus mentoring-
over three times of testing-pre-training, post-training, and three-month fol-
lowup. The findings of the specific intervention study provide evidence to 
support the effectiveness of the more substantial training program. At the indi-
vidual level, the training intervention showed that a three-day training pro-
gram enhanced workers' attitudes and self-efficacy for working with dual 
diagnosis. This improvement was maintained at three months followup, whereas 
a control group receiving a more standard one-day training workshop had 
returned to baseline levels. The inclusion of supportive followup and mentoring 
was not found to produce additional benefits, although sampling difficulties and 
inadequate practice outcome indicators reduced the effectiveness of this com-
parison. Col.t).parable improvements were not evident with the practice activi-
ties subscales, suggesting that, as with other attitudes change studies, improved 
self-efficacy does not necessarily translate into actual practice improvements 
(Miller & Davenport 1996). The findings do not support the use of brief train-
ing workshops of one day or less if the aim is to promote changes in attitudes 
and self-efficacy (Knightbridge 2007). 
System outcomes 
Stakeholders' stage of readiness to embrace working with dual diagnosis was 
conceptualised at the project coalition advisory group level, the individual 
stakeholding agencies level, and at a broader community level. Within the 
project advisory groups, formation stage processes were directly undertaken in 
the interest of developing awareness, exploring values, encouraging inquiry, 
building commitment, and establishing an organisational infrastructure. Plan-
ning and implementation stage activities took place over an extended period, 
with both top-down and bottom-up inputs to integrate the project's own con-
textual model with evidence-based practice and policy structures. Activity at 
the agency and community levels was more diversified, without the clear staged 
progression evident in the advisory groups. There was comparatively little senior 
management buy-in during the planning stages of the project. This improved 
during the implementation phase, although commitments varied considerably 
across stakeholders and across subregions over the course of the twenty-eight-
month project. Some agencies remained in the formative precontemplative 
stages of readiness throughout the first evaluation (Knightbridge 2007). 
Health service fragmentation 
During the course of the implementation phase, systematic community obser-
vations were completed on two occasions, separated by eighteen months. This 
indicated both system expansion and corresponding growth in fragmentation 
over this period. While the number of projects targeting complex mental health 
needs had almost doubled, the percentage of possible interconnections that had 
actually been established declined by approximately 45 per cent. This suggests 
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that, despite the potential created by the growth in the health care funding for 
complex needs across the southern community, service linkages weakened over 
this period. By creating more services but failing to establish service linkage, 
the capital investment appeared to have produced an increased diffusion of 
responsibility. What appeared in the place of linkage was service redundancy. 
A multitude of specialised programs independently attempted to meet a wide 
range of needs. It is not clear if this redundancy was succeeding in filling the 
range of service gaps identified by the focus groups in relation to people with 
complex mental health needs (Knightbridge 2007). 
The capacity for dual diagnosis teams to have an impact on this community-
wide process would be expected to be marginal at the organisational and policy 
levels. Nevertheless, by removing the dual diagnosis team's contribution from 
the service interconnectedness equation, the percentages of the possible link-
ages that were actually established declined considerably (Knightbridge 2007). 
The implication is that programs such as this, which dedicate a considerable 
proportion of their activities to interprogrammatic linkages, are less able to 
have a measurable impact as the fragmentation across the health care sector 
increases. The present emphasis on intersectorial linkages in Victorian health 
care planning is unlikely to progress unless, as Konrad (1996) has argued, some-
thing is also done to restrict the apparent tendency for free-flowing multiplica-
tion of services. Creating boundary-spanning programs, such as the Victorian 
Dual Diagnosis Initiative, primary mental health teams, or primary care part-
nerships, is not by itself sufficient to compensate for free-flowing system frag-
mentation (Knightbridge 2007). 
The challenges of the boundary-spanning role 
The Victorian Dual Diagnosis Initiative was established with the expectation 
that it would operate in a boundary-spanning role. This required clinicians to 
enter the various social systems represented across the stakeholders in order to 
engage them in joint activities to address the needs of people with dual diag-
noses (Engestrom 1993). Stakeholders were encouraged to embrace the intru-
sions of dual diagnosis clinicians in activities that focused on informing 
adaptations in day-to-day practice. This approach predated the PAR project in 
Southern Victoria, and then continued in parallel, progressively drawing on the 
themes and principles that were emerging from that project. A number of prac-
tical tensions were noted throughout the project, having an impact on its capac-
ity for maintaining appropriate relationships, facilitating collaborative planning 
processes, and achieving an appropriate degree of stakeholder participation. 
The team was challenged to balance these tensions across the range of activi-
ties, with awareness of the possible conflicts of interest introduced by the paral-
lel application of PAR and the other aspects of the boundary-spanning role 
(Weissberg & Greenberg 1998). Two areas of tension are explored in more 
detail, relating to: (1) closeness and distance from the stakeholding agencies; 
and (2) accommodation and paradigm shifting. 
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The maintenance of closeness and distance 
The most salient tradeoff related to the team's efforts to enter and operate effec--
tively within the various stakeholding social systems. This involved balancing 
three somewhat competing agendas: (I) capacity building, (2) direct care, and (3) 
PAR collaboration and engagement principles. The team worked to join the social 
systems in a positive way, engaging stakeholders in processes intended to discover, 
facilitate, inspire, and model appropriate dual diagnosis practice. This required 
earning trust and credibility, and maintaining a welcome over time by working 
through existing agency strengths (Engestrom 1987; Kelly et al. 1999; Minkoff & 
Cline 2004 ). However, various factors created obstacles to this welcome. 
At the interpersonal and institutional levels, the boundary-spanning nature 
of the role often dominated the course of exchanges. Dual diagnosis clinicians 
were challenged with modelling new practice with sensitivity to the existing 
values and practices. In order to maintain the integrity of the boundary-span-
ning role, dual diagnosis clinicians were simultaneously required to politely resist 
invitations to be reindoctrinated into the ways of the agencies and institutions 
with which they worked. Where this position may support boundary spanning it 
often conflicted with the idealised PAR collaborative relationship. It may at 
times have undermined the development of trust, commitment, and shared own-
ership regarded as crucial for the success of PAR projects (Chataway 1997). 
From a clinical point of view, the dual diagnosis clinicians often worked 
alongside case managers to provide direct care to clients. It became apparent 
that, when this took the form of having both clinicians present in the room, 
various unproductive processes had a tendency to occur. Contrary to the mod-
elling objectives of this approach, it tended to encourage a dichotomy of labour 
between the workers, with the case manager becoming more entrenched in his 
or her own specialist content area, be it mental health or AOD, and the dual 
diagnosis clinician being expected to take on the alternate role. It was also 
noted that the presence of two workers amplified the potential for the client to 
withdraw or dissociate from discussion if the two workers aligned in relation to 
critical lifestyle issues, such as drug use. 
System adaptation was conceptualised within the social-ecological model as 
a resource-intensive process that usually occurred in the context of a surplus of 
system resources (Kelly et aL 1999). While the existence of dual diagnosis clini-
cians could be considered to add resources to the system, the capacity-building 
model paradoxically required stakeholders to invest their own scarce resources 
in order to gain the benefit of the clinical consultation, training, and mentoring 
that the program offered. At the management level, certain powerful stakehold-
ers insisted that resources were insufficient to adopt dual diagnosis practice, and 
so capacity building should be abandoned in favour of providing direct care. 
Positive stakeholder engagement in this context required the teams to offer 
both capacity building and direct care. This meant maintaining a dynamic bal-
ance between joining in as direct care workers and creating distance in order to 
encourage an agency to utilise learning opportunities (Knightbridge 2007). 
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In regards to the application of the Transtheoretical Model to organisational 
change, a tendency had been observed in managers to attribute change resist--
ance to negative aspects in the characters of workers within their workforce 
(Prochaska et aL 2001). A similar tendency was noted to be becoming evident 
within our own case review meetings. Any reluctance on the part of stakehold-
ers to embrace the efforts of team members was likely to be interpreted as a 
personal failing on the part of stakeholders themselves. The process was recog-
nised to be a potential threat to the PAR principle of mutual trust. In this case, 
the Transtheoretical Model concepts of stages of change and stage incongruity 
between stakeholders became a crucial balancing tooL It provided team mem-
bers with a basis for moderating their own investment in outcomes with strate-
gies and explanations that can empower them to see through their blaming, 
and work to overcome stage incongruence (Knightbridge 2007). 
Accommodation and paradigm shift 
It is clear that the mental health and AOD areas each work under different 
dominant paradigms-the medical model and the social model of health respec-
tively. Other models, such as recovery, community support, rehabilitation, and 
harm minimisation, also have varying levels of influence in each setting. The 
medical and social health models have been experienced as dissonant in a 
number of ways. Facilitating change as an elaboration of established principles 
rather than as a paradigm shift was approached using several specific interven-
tions: (1) encouraging exploration; (2) consultation; and (3) training. 
The consultation and training activities involved in the PAR project 
attempted to provide a basis for recognising commonalities and drawing parallels 
between the paradigms that have usually functioned as independent self-reinforc-
ing conceptual units. Multiple scientific communities have been recognised to 
exist, which serves to illustrate that multiple paradigms can coexist and intermin-
gle without revolution (Feyerabend 1978). The training program encouraged a 
cross-section of participants to explore attitudes, assumptions, and practice prefer-
ences as an activity system negotiating ways by which useful dual diagnosis prac-
tice principles might be accommodated across paradigms (Engestrom 1987). The 
stages of change, as articulated for both individuals and groups, were also applied 
to maximise the potential for social and paradigmatic elaboration, while attempt-
ing to minimise the disequilibrium that could encourage paradigm tension. 
Sociometry theory predicts that high-energy groups operating within lower 
energy structures are likely to be volatile and destabilising so that they may 
unintentionally incite revolution (Blumberg & Hare 1999). This would be 
expected to be advantageous for an agent of change. However, it would also 
mean that the team would be vulnerable to unrealistic expectations, cynicism, 
resentment, and possible scapegoating. Therefore, the team sought to balance 
its level of energy to be facilitative rather than revolutionary. This was achieved 
with varying degrees of success across agencies and geographical areas through 
the course of the project (Knightbridge 2007). 
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System barriers 
Within complex open systems, the social-ecological model predicts that there 
will be a multitude of competing demands. The project attempted to raise the 
profile of one demand and to facilitate planning and followthrough. However, it 
would seem that gaining the attention of stakeholders in the processes of explo-
ration and planning did not necessarily promote stakeholders to buy in to the 
resulting intervention. Various systemic barriers not directly related to the rele-
vance or representativeness of the intervention may have constrained uptake. 
At the organisational level, it is costly to release staff from their duties in 
order to attend training. Moreover, in public sector agencies there is a consider-
able amount of mandatory training to meet occupational health and safety 
requirements and various government priorities and compliance requirements. 
These factors constrain the training budget within any given year, and make 
agencies less prepared to support the mass uptake of non-essential training. This 
training project was attended mostly by interested individual clinicians. It would 
not have a chance of reaching a reasonable cross-section of the relevant work-
forces unless it too became a mandatory government training priority. 
Pluralism at the higher policy level serves to foster a vast, complex, and 
competitive political environment that complicates the process of gaining 
attention for any one cause. Notwithstanding its acknowledgment in govern-
ment funding, dual diagnosis remains just one issue within the ever-growing 
complexity of public health needs. Any of many new causes may carry more 
sociopolitical weight at any given time because of extraneous factors. For exam-
ple, opportunistic media attention, government election platforms, other delib-
erate public relations campaigns, or the existence of a powerful champion in the 
public eye or at the higher policy level may elevate one issue above others for a 
short time (Bronfenbrenner 1979; Goodman et al. 1996). 
The PAR model expects that limiting factors can be addressed over time 
through repeating cycles of action and reflection. However, the ecological model 
produced in this project suggests that the current sociopolitical climate does not 
ideally support progression of a PAR project. Funding agencies are reluctant to 
support the progressive improvement of existing programs. Funding is usually lim-
ited within a one- to three-year time frame. There is a demonstrated preference to 
recommence, repeat, and restructure continuously, which inhibits the processes 
of action and reflection at the grassroots level (Wallerstein 1999). By contrast, 
Wallerstein (1999) has argued that a reasonable time frame within which com-
munity efforts could have a discernable impact would be at least four years. 
Working across social-ecological levels 
In 2000, dual diagnosis was targeted for a funding initiative by a joint working 
party from the Mental Health Branch, and the Drug Treatment and Policy 
Branch of the Department of Human Services Victoria. At that time, the issue 
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had little or no meaning as a basis for community activity in southern Victoria. 
The rationale for the Victoria~wide initiative centred on enhancing capacity to 
accommodate dual diagnosis needs more effectively. At the commencement of 
the PAR project in 2002, dual diagnosis was on the agenda in a small minority 
of southern Victorian stakeholding agencies. There was a lack infrastructure by 
which to examine intersectorial service delivery in relation to multiple or com-
plex needs, such as dual diagnosis. The project was confronted by a range of 
agendas that were predominantly precontemplative with respect to capacity 
building in the pursuit of improved dual diagnosis practice. There was not a 
coherent starting point from which to provide meaningful capacity building. 
The social~ecological model provided a compelling structure for considering 
the operations of a community coalition in terms of its own organisational 
development, and its interactions with social contexts across five levels of anal-
ysis. At the completion of the first evaluation cycle there have been a number of 
positive developments. Stage progression has been identified in the coalition 
advisory groups, and in a growing number of stakeholding agencies. Dual diag-
nosis has in time become the subject of increasing community discussion, plan-
ning, and action at the interpersonal, organisational, and high policy levels. As 
a demonstration of McLeroy and colleagues' (1992) formative stages of coalition 
readiness, there is evidence of a greater level of awareness and agreement across 
the stakeholders regarding the nature of the problem and the possible solutions. 
Systematic community stakeholder observations indicated progress in relation 
to establishing intersectorial collaborative practices. Where there has been 
considerable variation in the extent and pace of buy~in across areas and stake~ 
holders, some stakeholders are now exploring more advanced capacity building 
in the context of actual practice. 
The PAR component achieved a cross~section of representation and estab~ 
lished advisory structures that remained viable throughout the course of the 
first evaluation cycle. A specific intervention project was generated and piloted 
as a small-scale exploration of emergent themes with a commitment to ongoing 
refinement. 
The diminishing advisory groups participation and the less than expected 
uptake of the intervention suggest that the PAR approach may not have been 
adequate to provide suitable informants so as to ensure the ecological relevance 
of the resulting interventions across the range of collaborating agencies. Alter~ 
natively, it may be that the project successfully represented the agendas of a 
range of community stakeholders, but that some stakeholders were more empow~ 
ered within the existing social ecology to influence outcomes directly. Consum-
ers, carers, and front-line clinicians were well motivated to participate in the 
collaborative planning process. These groups were intimately familiar with the 
day-to-day struggles of living with dual diagnosis. They shared an experience of 
disempowerment that was reminiscent of the oppressed groups that were the 
early inspiration for PAR (Freire 1970). Their agendas contrasted with those of 
the smaller contingent of middle managers and higher-level decision-makers 
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that attended the focus groups. The input of these latter groups was constrained 
more by other allegiances, such as organisational values, financial accountabil-
ity, and competing policy structures. 
The attempt to meld PAR with the goals of the social-ecological model 
encountered a dilemma with respect to the issue of empowerment. A broad 
cross-section of participation is thought necessary for the creation of social-eco-
logically meaningful models (Goodman et al. 1996). Whereas a broad constel-
lation of meanings could be integrated into the explanatory model, the 
investment of time and energy was not equally distributed across the various 
groups. Front,.line stakeholders more readily committed to ongoing participa-
tion, presumably because they had more to directly gain. With respect to the 
lines of representation between the advisory groups and the broader community 
of stakeholders, horizontal communication within social-ecological levels was 
demonstrably more effective than attempts to communicate vertically across 
levels. Therefore, the perspectives of higher level decision-makers were largely 
absent from the ongoing planning processes of the first evaluation cycle, which 
can be said to have reaffirmed pre-existing power imbalances. This attempt to 
empower stakeholders to contribute their ideas to the developing project was 
limited by distance from the agenda-setting process. At this developmental 
stage of community readiness, stakeholders' efforts did not translate into empow-
erment in the sense of directly influencing higher-level decision-making. There 
is, however, evidence of empowerment, in the sense of contributing to an 
improving structural foothold for more collaborative efforts in relation to dual 
diagnosis (Knightbridge 2007). 
CONCLUSION 
This chapter has examined the clinical and practical issues facing clinicians 
who are attempting to respond to the needs of people affected by coexisting 
mental health and drug problems. We attempted to unpack the context in 
which dual diagnosis work is one of many practice priorities competing for 
resources, and explore the impact of our own efforts to influence the uptake of 
more integrative practices. Our collaboration with community stakeholders has 
encountered practical challenges related to the social-ecological weight of exist-
ing structures and practices. 
Numerous as yet unidentified factors are likely to be operating within the 
context of southern Victoria to insulate high-level structures from the incur-
sions of individual and group opinion, so that system change is by necessity a 
longer-term prospect. The study has provided valuable feedback, which can 
assist the identification of some of these, to inform program refinement for the 
next evaluation cycle (Knightbridge 2007). 
By triangulating the Transtheretical Model stages of change with the prin-
ciples of group readiness to change contained within the social-ecological 
model, the PAR study sought to explore change processes across ecological 
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levels. The stages of change, as they relate to individuals, predict that in the 
early stages comparatively few people will be prepared to take action (LaForge 
et al. 1999; Prochaska 2000). A critical mass of opinion is considered necessary 
before social processes will swing to support a change (Prochaska et al. 2001). It 
may be, as Levesque and colleagues (1999) have suggested, that a critical mass 
of 25 per cent of consumers, carers, and clinicians is necessary to promote bot-
tom-up group action in support of change. However, the project suggests that 
competing demands, ambivalence, or indifference in a much smaller percentage 
of program leaders is sufficient to inhibit group action (Kightbridge 2007). This 
is a crucial issue for community development projects that seek to empower 
stakeholders to drive constructive system adaptation. In this case, 226 partici-
pants invested considerable of time and effort to achieve relatively modest out-
comes. More research is needed into the processes of change as they relate to 
the effect of community interest groups on the policies and practices of public 
sector organisations. 
